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 ABSTRACT 
 
Background: Among clinic based studies, intimate partner violence (IPV) has been shown to 
contribute to HIV/AIDS among young girls and women. Results from studies among the general 
population have been less consistent. This study evaluated the associations between HIV 
infection, any sexually transmitted infections, and IPV in a population based sample of Togolese 
women. 
Methods: Data from the Togo 2013-2014 Demographic and Health Surveys were utilized for 
these analyses. Women aged 15-49 who were currently married, had HIV test results and 
answered the Domestic Violence Module were analyzed (n = 2386). Generalized linear mixed-
models adjusting for sociodemographic variables, risk behaviors, and cluster effect were used to 
estimate HIV and STI risks with experience of IPV. 
Results: HIV prevalence was 2.8%. Prevalence of IPV was 39% among HIV positive women 
and 38% among HIV negative women. Significant associations between IPV and HIV infection 
were not detected. Adjusted models found significant associations between experience of any 
IPV and having had STIs (OR 2.05, 95% CI 1.25-3.35). 
Conclusions: The high rates of violence in this setting warrants community-based interventions 
that address abuse and gender inequity. These interventions should also discuss the spectrum of 
STIs in relation to IPV.
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INTRODUCTION 
 
Considered a serious abuse of human rights, intimate partner violence (IPV) is 
widespread with prevalence estimates ranging from 15% in Japan to 71% in Ethiopia.1 The 
highest rates were observed in less industrialized settings of Ethiopia (71%), Peru (69%), 
Bangladesh (62%) and the United  Republic of Tanzania (56%); regions where imbalances in 
economic opportunities, educational attainment, health, and political empowerment are more 
pronounced.1,2 The severity of IPV is evident through the various negative physical and mental 
health consequences for exposed women– headaches, back pain, urinary tract infections, 
depression, and post-traumatic stress disorder are among the many outcomes associated with 
IPV.3,4 Additionally, violence during pregnancy is associated with adverse outcomes including 
miscarriage, premature delivery, and low birth weight.5–7 
Globally, women account for 52% of people living with HIV, and in sub-Saharan Africa 
this proportion is 57%.8 Although significant progress has been made in the global fight against 
this epidemic, evident from the 33% decline in the number of new infections from 2001 to 2012, 
the elevated burden in women and girls continue to be driven in part by gender inequity.8 The 
relationship between HIV infection, any sexually transmitted infections (STIs), and IPV, while 
not intuitively obvious, is grounded on evidence of direct pathways including rape and indirect 
pathways involving high-risk behaviors.9 In addition to the increased risk of HIV transmission 
from vaginal abrasions associated with forced sexual intercourse, women suffering abuse may be 
in relationships with power imbalances that prohibit them from negotiating condom use.10–12 
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Having more partners, increased alcohol consumption, and engaging in transactional sex are also 
associated with the experience of IPV. 10,11,13,14 Furthermore, men who are abusive tend to 
display high-risk sexual behaviors and are more likely to be positive for HIV and other STI’s, 
thus increasing the women’s risk of infection.15–17 
Clinic-based cross-sectional studies have largely demonstrated a relationship between 
some form of IPV and HIV infection.14,18–20 Among 1366 women attending routine antenatal 
HIV testing in Soweto, South Africa, experience of physical and sexual violence or high levels 
of each was associated with being HIV seropositive (odds ratio [OR] 1.48, 95% confidence 
intervals [CI] 1.15-1.89).14 Similar estimates were reported at clinics in Sao Paulo, Brazil (OR 
1.91, 95% CI 1.3-2.8) and Nairobi, Kenya (OR 1.80, 95% CI 1.1-2.8).20,21 National surveys from 
the United States and India have also reported elevated HIV prevalence among abused women 
with adjusted OR estimates of 3.44 (95% CI 1.28-9.22; experience of any IPV versus no 
experience) and 3.92 (95% CI 1.41-10.94; experience of both physical and sexual IPV versus no 
experience), respectively.22,23 In contrast, an analysis of ten Demographic and Health Surveys 
(DHS), of which seven were countries in Africa, did not find an association for any country after 
adjustments.10 Results from a cohort study in Rakai, Uganda demonstrated that experience of 
IPV was associated with incident HIV infection (incident rate ratio [IRR] 1.55, 95% CI 1.25-
1.94). 24 Likewise, results from a follow-up of South African women reported elevated HIV 
infection (IRR 1.51, 95% CI 1.04-2.21) for those who experienced greater than one episode of 
physical or sexual violence.15 
Data regarding IPV in the context of HIV in West Africa are scarce. Among HIV-
uninfected women attending postnatal care and/or children immunization visits in the West-
African country of Togo, 39% report having experienced physical IPV; and 35% report having 
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experienced sexual IPV.25 In contrast, among HIV-infected women attending HIV care services, 
over 1.5 times more (63%) and twice as many (70%) report an experience of physical IPV and 
sexual IPV, respectively.25 While the methods employed by Burgos-Soto et al25 preclude 
estimating measures of association between IPV and HIV, the results are suggestive of a 
relationship in this clinic-based sample; and to our knowledge, it is the only study to date that 
considered this relationship in Togo. Scarcity of information along with the alarming finding that 
a high proportion of Togolese women who experienced IPV report serious injuries such as 
dislocations (63%) and deep cuts (29%) resulting from their experience necessitates further 
research of this topic in this country.25 The recently completed Togo DHS (2013-2014) provides 
an opportunity to examine IPV at the national level and to quantitatively assess its relationship 
with HIV infection and with any STIs. 
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METHODS 
 
Data 
 
Data for this study were provided by the 2013-2014 Togo Demographic and Health 
Surveys (DHS). The DHS Program collects nationally representative data on fertility, family 
planning, maternal and child health, gender, HIV/AIDS, malaria, and nutrition. Funded by the 
United States Agency for International Development and implemented by ICF International, the 
program has conducted surveys in over 90 countries since 1984.26 
 Field work for Togo's 2013-2014 DHS was conducted from November 2013 through 
April 2014. Multistage cluster sampling was used to obtain a nationally representative sample 
consisting of 9549 households.27 The country was divided into 6 study areas corresponding to the 
five regions and Lomé. Within each study area (except Lomé), urban and rural stratums were 
created. A sample of 330 clusters were then drawn using probability proportional to size (number 
of households) from a list of zones established during the 2010 census. Thirty households were 
drawn from each cluster using systematic sampling with equal probability.27  
In each household, all women age 15-49 were offered the standard questionnaire, which 
obtains information on background characteristics and health topics such as contraception use 
and breastfeeding practices. One woman in each household was also offered the Domestic 
Violence Module (DVM), which includes questions specific to spousal violence modified from 
the conflict tactics scales.28 Of the 6865 women eligible, results were obtained from 6701 women 
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(97.6%). Information was not obtained from the remaining women due to refusal or lack of 
privacy to conduct the interview.27 
 In one of every two households, all women age 15-49 were also offered an HIV 
diagnostic test. Of the 5015 women eligible for the HIV test, 96.1% provided blood samples for 
diagnosis. The remaining women either refused to provide blood (2.6%), were absent during 
blood sampling (0.6%), or experienced other problems (0.7%). Informed consent was obtained 
from all women prior to HIV testing and interview. All survey protocols were approved by the 
National Ethics Committee of Togo and the Institutional Review Board of ICF International.27 
Study Sample 
 
 Our analytic sample consists of currently-married or living as-if married women with 
both responses to the DVM and valid HIV test results. A total of 2444 women met this inclusion 
criteria, of which 2386 (97.6%) have complete information for analysis. 
Measures 
 
 The outcome measures were (1) the women's current HIV status and (2) their self-
reported status of having any STIs in the past 12 months. Both outcome measures were indicated 
as dichotomous variables. Details of the HIV testing protocol are provided in the Togo DHS final 
report, pages 9-11. Briefly, HIV serostatus was determined at the laboratories of Togo’s National 
Institute of Hygiene by two different enzyme-linked immunosorbent assay test (ELISA) using 
dried blood spots. One hundred percent of the positive samples and five percent of the negative 
samples were sent to the National Center of Reference of HIV for quality control. The 
concordance rate was over 99%.27 
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 The DVM includes 13 questions that ask women whether they have ever experienced 
from their current or most recent husband/partner any behaviorally specific acts of emotional 
(three questions), physical (seven questions), and sexual violence (three questions). Women who 
answered “Yes” to any of the questions were asked the frequency (none, sometimes, often) in the 
last 12 months. Women were classified as having experienced emotional, physical, or sexual IPV 
if they answered in the affirmative to any of the corresponding question types. Binary variables 
were also created to describe experience of both physical and sexual violence and any violence 
(at least one “Yes” response).  
  Overall experience of IPV was also measured as a continuous variable, as has been done 
in some previous studies.29,30 Responses to the 13 questions were converted into scores and 
combined using principle components analysis (PCA) to create an index from the first 
component. Women who reported no experience of IPV were given a score of zero. Scores for 
women who had experienced IPV were based on their reported frequency in the last 12 months 
with one, two, and three corresponding to none, sometimes, and often, respectively.  
Sociodemographic covariates of interests were age at time of interview, ethnicity, 
religion, working status, highest level of education, region of residence, urban/rural status, and 
family wealth index. Women’s HIV risk factors including condom use at last sex, lifetime 
number of sex partners, number of sex partners in the last 12 months, sexually transmitted 
infections in the last 12 months, tobacco use, age difference with partner, and age at first sex 
were assessed as potential confounders. Partner’s HIV risk factors including alcohol use, age, 
number of other wives, education, and working status were also considered. 
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Statistical Methods 
 
Power Calculations 
Sample size calculations were determined using the method by Kelsey et al31 with the following 
parameters: 
 Two-sided confidence level: 95% 
 Power: 80% 
 Ratio (Unexposed : Exposed): 2.33 (~30% of married women experienced any type of 
violence, Togo DHS 2013-2014) 
 Percent outcome in unexposed group: 3.2% (Togo DHS 2013-2014) 
The estimated sample size to detect a minimal odds ratio of 1.41 using the above 
parameters is 8198 (2462 exposed, 5736 unexposed) (Kelsey). The 1.41 OR estimate reflects the 
measure of association between any type of IPV and HIV infection among women as calculated 
from a meta-analysis of 15 cross-sectional studies.11 The available data contains 2386 
individuals, sufficient to detect a minimal OR of 1.81 (709 exposed, 1652 unexposed). 
Population surveys have detected ORs of 1.80-3.92 for the association between IPV and HIV.20–
23 
Analysis 
Sociodemographic variables and IPV experience were compared between HIV positive 
and HIV negative women with Pearson’s Chi-Squared test or Fisher’s exact test where 
appropriate. Unadjusted associations between HIV infection and STIs with each IPV measure 
and covariates were computed using logistic regression. Factors that have a p-value ≤ 0.15 in 
univariate analysis for either HIV infection or any IPV outcomes were loaded into backwards 
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selection for consideration in the final models. Generalized linear mixed models were used to 
compute the adjusted associations. The final models included survey clusters as random effects, 
age, ethnicity, religion, and factors that remained from the backwards selection procedure. 
Predictor variables whose coefficient has a p-value ≤ 0.05 were consider statistically significant. 
Sample weights provided by the DHS for the full sample of participants were not used because 
our analytic sample included only a subgroup of women who had HIV test results and completed 
the DVM. Data were analyzed using R 3.3.1 and the linear mixed-effects package, “lme4.” 32,33  
 
 
 
 
 
 
 
 
 
 
 
 
 
9 
 
 
 
 
RESULTS  
 
Complete data were available for analysis from 2386 women who had a valid HIV test 
result and who completed the DVM. Most women were between 25 to 34 years of age (43.1%), 
had no formal education (42.4%), and belonged to the Adja-Ewe/Mina ethnic group (32.3%). 
Most women surveyed were from a rural area (68.3%) and were in the poorest category of 
wealth (25.6%) (Table 1). 
Responses to the DVM questions are presented in Table 2. Women who experienced any 
form of violence represented 37.7% of the sample (900/2386). The most frequent form of 
violence experienced was emotional violence (30.9%); 27.9% of the women reported having 
been insulted or made to feel bad by their husband or partner. Twenty-two percent of the women 
experienced physical violence, which mostly consisted of having been slapped by their partner 
(20.0%). Sexual violence was experienced by 7.5% of the women in which most were physically 
forced into unwanted sex (7.2%).  
The prevalence of HIV infection in the sample was 2.8% (67/2386), comparable to an 
HIV prevalence of 3.2% for all married women in the DHS sample.27 Women who were HIV 
positive tended to be older (p=0.052), had higher levels of education (p=0.001), were wealthier 
(p<0.001), and lived in urban areas (p<0.001). Differences in distribution were also observed for 
ethnicity, religion, and region of residence. Differences between HIV positive and HIV negative 
women in the distribution IPV experience in any form were not observed (Table 1). 
10 
 
Unadjusted Wald p-values are presented for factors potentially associated with HIV 
infection in Table 3 and with IPV in Table 4. Variables that had p-values ≤ 0.15 for either HIV 
or IPV were loaded in backwards selection for the final multivariate models. These variables 
were the women’s age, ethnicity, religion, current working status, education, region of residence, 
urban/rural status, wealth score, age gap, condom use, number of lifetime sexual partners, report 
of having any STIs, and age at the first time having sex. Their partner’s risk factors including 
education, occupation, alcohol use, and number of other wives were also loaded in backwards 
selection. 
Unadjusted and adjusted odds ratio estimates for HIV infection are presented in Table 5. 
Significant associations were not observed for any of the IPV measures with HIV infection in 
unadjusted models. Sociodemographic factors and risk behaviors that remain statistically 
significant in the final adjusted model include the women’s age (OR 1.04; 95% CI 1.00-1.08), 
wealth score (richest vs. poorest, OR 7.35; 95% CI 1.44-37.39), and lifetime number of sexual 
partners (OR 1.45; 95% CI 1.17-1.80). The final model did not reveal significant associations for 
any measures of IPV with HIV positivity. Experience of emotional violence or any violence had 
prevalence ratio estimates of 1.30 and 1.12, respectively, but neither had significant 95% CIs. 
The IPV index (range 0-30) had an estimate of 1.01, with a tight 95% CI of 0.93 to 1.09.  
Table 6 displays unadjusted and adjusted OR estimates for having had any STIs in the 
past year. Apart from emotional violence, the other IPV measures were significantly associated 
with having any STIs in the final model, which adjusted for age, religion, urbanity, condom use, 
and survey clusters. The adjusted OR estimate was highest for having experienced sexual IPV 
(3.25, 95% CI 1.50-7.04) and lowest for having experienced only emotional IPV (1.64, 95% CI 
0.95-2.82). For each unit increase in the IPV index (range 0-30), the odds of having any STI 
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increased by 9%. This corresponds to an OR of 2.11 (95% CI 1.35-3.32) for those who were in 
the 95th percentile compared to those who had no experience of IPV. 
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 DISCUSSION 
 
Using nationally representative data from the Togo 2013-2014 Demographic and Health 
Surveys, we report on the prevalence of IPV and its association with HIV infection and STIs 
among currently married or cohabiting women.  
Compared to surrounding West-African countries, the prevalence of IPV experienced in 
any form in Togo was 37.7%, higher than most. Results from the most recent DHS from Nigeria 
(2013), Ivory Coast (2011-12), and Burkina Faso (2010) has prevalence estimates of 23.5%, 
30.6%, and 14.8% respectively.34–36 The prevalence for each type of violence also follows the 
same trend with Togo having higher percentages. There is evidence that the prevalence of IPV 
has decreased from a decade ago in Togo. Using data from the national survey “Enquete sur les 
Structures Familiales et le Contexte Socio-Demographique des Menages au Togo” in 2000, 
Moore37 reported a prevalence estimate of 41% for the experience of physical violence, 
compared to our estimate of 22.1%. 
Recent IPV prevalence estimates from clinic-based samples, however, are very alarming. 
Lifetime experience of physical and sexual violence from a current or past partner was 18.7% 
among 150 HIV-uninfected women and 51.6% among 304 HIV-infected women attending 
Sylvanus Olympio University Hospital in Lomé, Togo in 2011.25 This is much higher than our 
findings of 6% for HIV-uninfected and 4.5% for HIV-infected women who are currently in a 
union and 5.6% for all women who have ever been married.27 
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Significant associations with HIV for any of the commonly measured forms of IPV, 
emotional, physical, or sexual violence was not detected in adjusted or unadjusted analysis. 
Likewise, we did not detect an association with HIV infection using a PCA-based index that 
accounted for each form of violence and the severity of their experiences. These findings are 
similar to Harling’s10 analysis of DHS datasets from India, Rwanda, Liberia, Malawi, Zimbabwe 
and five other countries. Associations between experience of physical, sexual, and both forms of 
IPV were assessed with HIV infection in each country. Only one of thirty adjusted estimates 
recorded a significant association, and that was in the unexpected direction (Haiti, OR 0.45; 95% 
CI 0.23-0.90). Pooled estimates of the 10 countries also did not reveal significant associations 
with HIV status.10 
Separate analyses using the same DHS datasets as Harling’s for Rwanda (2005) and 
Zimbabwe (2005-06), however, did detect associations with HIV status for some measures of 
violence. Experience of IPV, measured by an index, increased odds of HIV infection by 86% 
(95% CI 1.07-3.24) in Rwanda and experience of both physical and sexual IPV increased the 
odds by 38% (95% CI 1.03-1.85) in Zimbabwe.38,39 Analysis of more recent DHS data from 
Rwanda (2010) also detected significant associations for the experience of physical violence (OR 
1.38; p ≤ 0.05) and from Zimbabwe (2010-11) for emotional violence (OR 1.21; p ≤ 0.01) and 
physical violence (OR 1.39; p ≤ 0.001).30 Another analysis from the Kenya DHS (2008-09) 
reported an increase risk of HIV infection with experience of IPV (p = 0.035).29 The 
discrepancies between the findings from these studies with Harling’s and with ours may be due 
to differences in methodology and variations in IPV and HIV prevalence. 
Methodological differences in sample selection and statistical analysis could explain the 
varying results from independent analysis of the same DHS datasets. Harling et al10 used ever-
14 
 
married women for their study sample while other authors used currently married/cohabiting 
women.30,38,39 Ever-married women include widowed and divorced women whose risk of HIV 
and IPV may differ from currently married women.38 For example, husbands may divorce their 
wives if they test positive for HIV, reducing IPV prevalence. Several studies have evaluated IPV 
using a principle components-based index that accounts for each type of violence and their 
severity.29,30,38 This approach may better describe the overall IPV experience of a woman than 
exploring each type of violence as dichotomous variables as done by Harling et al10. This study 
focused on currently married women and analyzed IPV using a summary index so the differing 
results are not likely due to sample selection or statistical methods. 
 In countries where HIV infection and IPV has been found associated using population-
based data, the prevalence of either or both problems tend to be higher than in countries where an 
association has not been detected. HIV prevalence among married women in Kenya (6.7%) and 
Zimbabwe (16.1%) are noticeably higher than in Togo (3.2%) and higher than most countries 
Harling et al10 analyzed.40,41 Prevalence of physical or sexual abuse among married women in 
Kenya (38.4%) and Zimbabwe (40.9%) is also higher than in Togo (20.9%).27,40,41 HIV 
prevalence in Rwanda (3.6%) is comparable to Togo but prevalence of physical or sexual 
violence is much higher at 54.2%.27,42 Interestingly, physical violence was not found associated 
with HIV infection in the 2005 Rwanda DHS but was associated (OR 1.38; p ≤ 0.05) in the 2010 
DHS, when prevalence increased for both physical violence (32.9% to 53.9%) and HIV infection 
(1.9% to 3.0%) among married women.30 On the other hand, HIV and IPV prevalence are lower 
in the US and India than in these African countries, but population-based surveys from each 
country have detected significant associations. Both studies had over 10000 participants, which 
may have increased power to detect significant associations.22,23 
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Clinic-based cross-sectional studies and cohort studies have more consistently 
demonstrated associations between some form of IPV and HIV infection. 14,15,18,20,24 The stronger 
association found in clinic-based samples could be attributed to a higher prevalence of HIV 
infection and IPV among women attending antenatal or STI clinics than among women in the 
general population. This looks to be the situation in Togo and futures studies should confirm the 
risks of HIV infection and IPV among clinic attendees. In addition to geographic variations in 
HIV prevalence, methodical differences could also explain the significant findings from the 
Uganda and South Africa cohort studies.15,24 The Uganda study lacked data on partner risk 
behaviors which may account for increased risk of HIV infection from IPV.24 The South Africa 
study comprised of volunteer women aged 15-26, who may report abusive behavior differently 
than women included in the DHS.15 
 HIV co-infection with other STIs leads to a cycle of infection in which both HIV and 
other STIs increase transmissibility of each other.43 While associations between IPV and HIV 
were not observed, significant associations between each type of IPV with having had any STIs 
in the past 12 months in unadjusted and adjusted analyses were detected. The strongest 
association was detected for sexual violence (OR 3.06, 95% CI 1.43-6.54) which offers the most 
direct pathway leading to HIV infection. Analysis from the 2005 Rwanda DHS also found 
significant associations between each type of IPV and having recent STIs; the adjusted OR for 
sexual violence was (3.25, 95% CI 1.50-7.04).38 Similarly, experience of any sexual violence 
was associated with reporting STIs among women surveyed in the 2011 Uganda DHS (OR 2.11, 
95% CI 1.48-3.02).44 The higher prevalence of having any STIs (3.3%) over HIV infection alone 
(2.8%) in our analytic sample may have increased the power to detect an association. Because 
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having STIs were self-reported, future studies in Togo should confirm this association with 
verifiable measures of STIs. 
The strengths and limitations of this study should be considered in assessing its findings. 
As a cross-sectional study, concerns of temporality and causation ascertainment are applicable, 
although the conceptual framework for the association between IPV and HIV/STIs is bi-
directional, therefore, the temporal limitation is less significant. Selection bias may be an issue 
because the study sample consists of women who were tested for HIV and agreed to complete 
the DVM. This may limit the generalizability of the results if there are differences in 
characteristics between those who completed the DVM and those who refused. Data for women 
who refused the DVM is not available but a comparison between women who only have an HIV 
test and women who have both HIV and DVM results revealed no significant differences in 
sociodemographic characteristics. Recall bias from self-report of STIs cannot be ruled out and 
may inflate the estimates between IPV and having any STIs. The effect should not be substantial 
and most women were unaware of their HIV status at the time of interview. This study may have 
lower power to detect small associations between HIV and IPV, if they do exist among married 
Togolese women. However, the low point estimates with narrow confidence intervals suggests 
that an increased sample size would not affect our findings. The sample size was also sufficiently 
powered to detect a minimum OR of 1.81, and previous population surveys have detected ORs of 
1.80-3.92. 20–23 This is also the first population-based analysis of HIV/STIs and IPV among 
married-women in Togo that used a comprehensive measure of IPV. 
The high prevalence of violence in this population-based sample of married Togolese 
women warrants the support of community programs that promote gender equity. Our finding 
that IPV was significantly associated with STIs but not with HIV infection specifically suggests 
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that if these programs discuss the spectrum of STIs, reduction in STI prevalence may be 
observed. In contrast, community gender programs with only an HIV component may not reduce 
the increased burden of HIV infection among Togolese women. Given evidence for casual 
associations between IPV and HIV risk among clinic attendees elsewhere, future studies in Togo 
should determine the risks of HIV infection and IPV among women presenting at antenatal care 
and STI clinics. More targeted interventions would be appropriate if the two issues are related at 
these types of clinics in Togo. 
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 TABLES 
 
Table 1 - Distribution of intimate partner violence experience and sociodemographic 
characteristics by HIV status among currently married women, Togo DHS 2013-2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Intimate Partner Violence and Socio-
Demographic Variables
Total
(n=2386) 
N (%)
HIV Negative
(n=2319) 
N (%)
HIV Positive
(n=67) 
N (%) P-value
1
Intimate Partner Violence 0.954
   No violence 1486 (62.3) 1445 (62.3) 41 (61.2)
   Any violence 900 (37.7) 874 (37.7) 26 (38.8)
      Emotional 737 (30.9) 713 (30.7) 24 (35.8) 0.452
      Physical 527 (22.1) 513 (22.1) 14 (20.9) 0.929
      Sexual 178 (7.5) 174 (7.5) 4 (6) 0.814
      Physical and sexual 141 (5.9) 138 (6) 3 (4.5) 0.809
Age 0.052
   15-24 463 (19.4) 457 (19.7) 6 (9)
   25-34 1033 (43.3) 1000 (43.1) 33 (49.3)
   35-44 690 (28.9) 666 (28.7) 24 (35.8)
   >=45 200 (8.4) 196 (8.5) 4 (6)
Ethnicity 0.004
   ADJA-EWE/MINA 782 (32.8) 749 (32.3) 33 (49.3)
   KABYE/TEM 677 (28.4) 658 (28.4) 19 (28.4)
   PARA-GOURMA/AKAN 209 (8.8) 201 (8.7) 8 (11.9)
   Other/Stranger 718 (30.1) 711 (30.7) 7 (10.5)
Religion 0.005
   Traditional/animist 467 (19.6) 463 (20) 4 (6)
   Muslim 448 (18.8) 439 (18.9) 9 (13.4)
   Catholic 543 (22.8) 523 (22.6) 20 (29.9)
   Other christian 712 (29.8) 682 (29.4) 30 (44.8)
   No religion/Other 216 (9.1) 212 (9.1) 4 (6)
Education 0.001
   No education 999 (41.9) 984 (42.4) 15 (22.4)
   Primary 855 (35.8) 828 (35.7) 27 (40.3)
   Secondary+ 532 (22.3) 507 (21.9) 25 (37.3)
Table 1. istribution of intimate partner violence experience and sociodemographic characteristics by 
HIV status among curren ly married women, Togo DHS 2013-2014
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Intimate Partner Violence and Socio-
Demographic Variables
Total
(n=2386) 
N (%)
HIV Negative
(n=2319) 
N (%)
HIV Positive
(n=67) 
N (%) P-value
1
Region 0.004
   Lome commune 493 (20.7) 470 (20.3) 23 (34.3)
   Maritime (excluding Lome) 305 (12.8) 294 (12.7) 11 (16.4)
   Plateaux 449 (18.8) 435 (18.8) 14 (20.9)
   Centrale 323 (13.5) 314 (13.5) 9 (13.4)
   Kara 343 (14.4) 335 (14.4) 8 (11.9)
   Savanes 473 (19.8) 471 (20.3) 2 (3)
Urbanity < 0.001
   Urban 777 (32.6) 736 (31.7) 41 (61.2)
   Rural 1609 (67.4) 1583 (68.3) 26 (38.8)
Wealth Quintiles < 0.001
   Poorest 598 (25.1) 594 (25.6) 4 (6)
   Poorer 479 (20.1) 473 (20.4) 6 (9)
   Middle 474 (19.9) 463 (20) 11 (16.4)
   Richer 424 (17.8) 396 (17.1) 28 (41.8)
   Richest 411 (17.2) 393 (16.9) 18 (26.9)
Table 1 (continued). Distribution of intimate partner violence experience and sociodemographic 
characteristics by HIV status among currently married women, Togo DHS 2013-2014
1 P-values were calculated using chi-squared or Fisher's exact test where appropriate; bold-face text indicates 
   statistical significance at alpha  = 0.05
20 
 
Table 2 - Responses to 13 Domestic Violence Module questions, Togo DHS 2013-2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Percentage
1
37.7%
30.9%
Ever been humiliated by husband/partner 21.0%
Ever been insulted or made to feel bad by husband/partner 27.9%
Ever been threatened with harm by husband/partner 10.0%
22.1%
Ever been punched with fist or hit by something harmful by husband/partner 9.5%
Ever been pushed, shook or had something thrown by husband/partner 9.7%
Ever been slapped by husband/partner 20.0%
Ever had arm twisted or hair pulled by husband/partner 4.6%
Ever been kicked or dragged by husband/partner 5.4%
Ever been strangled or burnt by husband/partner 1.5%
Ever been threatened with knife/gun or other weapon by husband/partner 0.5%
7.5%
Ever been physically forced to perform sexual acts respondent didn't want to 1.6%
Ever been physically forced into unwanted sex by husband/partner 7.2%
Ever been forced into other unwanted sexual acts by husband/partner 1.1%
5.9%Physical and Sexual Violence
1 Percentage of women, n=2386, having experienced the violence in their lifetime
Ta l . Response  to 13 Domestic Violence Module questions, Tog  DHS 2013-2014
Intimate Partner Violence Questions
Any Violence
Emotional Violence
Physical Violence
Sexual Violence
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Table 3 - Factors associated with HIV infection 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
df P-value1
Emotional Violence 1 0.513
Physical violence 1 0.901
Sexual violence 1 0.691
Physical and sexual violence 1 0.66
Any violence 1 0.852
IPV index2 1 0.973
Age 1 0.069
Ethnicity 4 0.01
Religion 4 0.011
Current working status 1 0.808
Education 2 0.002
Region 5 0.024
Urbanity 1 <0.001
Wealth Score 4 <0.001
Age gap 1 0.104
Condom use during last sex 2 0.045
Number of sex partners (lifetime) 1 <0.001
Number of sex partners (past year) 1 0.5
Had any STI in last 12 months 1 0.578
Tobacco use 1 0.272
Age at first sex 1 0.348
Partner's education level 2 0.008
Partner's occupation 1 <0.001
Partner's alcohol use 1 0.442
Partner's number of other wives 1 0.505
1
2 Index range from 0-30
T  3. Factors a sociated with HIV infection
Variables
Intimate Partner Violence
Socio-Demographic
Women's HIV risk factors
Partner's HIV risk factors
Unadjusted estimates using Wald's test; bold-face indicates 
statistical significance at alpha=0.05
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Table 4 - Factors associated with experience of any intimate partner violence 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
df P-value1
HIV positive 1 0.852
Age 1 0.013
Ethnicity 4 <0.001
Religion 4 0.006
Current working status 1 0.004
Education 2 <0.001
Region 5 <0.001
Urbanity 1 <0.001
Wealth Score 4 <0.001
Age gap 1 0.107
Condom use during last sex 2 0.97
Number of sex partners (lifetime) 1 0.652
Number of sex partners (past year) 1 0.956
Had any STI in last 12 months 1 0.006
Tobacco use 1 0.754
Age at first sex 1 0.149
Partner's education level 2 <0.001
Partner's occupation 1 <0.001
Partner's alcohol use 1 <0.001
Partner's number of other wives 1 <0.001
1 Unadjusted estimates using Wald's test; bold-face indicates 
   statistical significance at alpha=0.05
T  4. Factors a sociated with experienc  of any 
intimate partner violence
Variables
HIV status
Socio-Demographic
Women's HIV risk factors
Partner's HIV risk factors
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Table 5 - Unadjusted and adjusted odds ratio estimates for HIV infection 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
OR 95% CI OR 95% CI
Intimate Partner Violence - none
Any IPV 1.05 [0.63-1.72] 1.12 [0.65-1.92]
   Emotional IPV 1.19 [0.7-1.96] 1.30 [0.74-2.28]
   Physical IPV 0.96 [0.5-1.74] 1.05 [0.54-2.03]
   Sexual IPV 0.81 [0.24-2.04] 0.72 [0.21-2.46]
   Physical & Sexual IPV 0.77 [0.18-2.14] 0.68 [0.16-2.97]
IPV Index2 1.00 [0.92-1.06] 1.01 [0.93-1.09]
Age 1.03 [1-1.06] 1.04 [1-1.08]
Kabye/Tem 0.66 [0.36-1.15] 0.94 [0.47-1.86]
Para-Gourma/Akan 0.90 [0.38-1.89] 1.41 [0.57-3.48]
Other Togolese 0.23 [0.08-0.5] 0.59 [0.21-1.67]
Stranger 0.21 [0.01-0.99] 0.24 [0.03-1.85]
Muslim 2.37 [0.77-8.81] 0.95 [0.25-3.57]
Catholic 4.43 [1.66-15.3] 1.18 [0.36-3.87]
Other Christian 5.09 [1.99-17.23] 1.34 [0.43-4.25]
No religion/Other 2.18 [0.51-9.32] 1.13 [0.27-4.8]
Primary 2.14 [1.15-4.15]
Secondary+ 3.23 [1.71-6.33]
Maritime 0.76 [0.35-1.56]
Plateaux 0.66 [0.33-1.28]
Centrale 0.59 [0.25-1.24]
Kara 0.49 [0.2-1.06]
Savanes 0.09 [0.01-0.3]
Rural vs Urban (ref=Urban) 0.29 [0.18-0.48]
Poorer 1.88 [0.54-7.4] 2.79 [0.54-14.45]
Middle 3.53 [1.2-12.8] 3.78 [0.75-19]
Richer 10.50 [4.08-35.67] 13.46 [2.83-64.04]
Richest 6.80 [2.52-23.68] 7.35 [1.44-37.39]
2.78 [1.13-5.89] 2.33 [0.98-5.54]
1.67 [1.38-2.01] 1.45 [1.17-1.8]
Partner's education - none
Primary 1.86 [0.84-4.39]
Secondary+ 2.98 [1.51-6.58]
Other 3.20 [1.82-6.02]
1 Adjusted for age, ethnicity, religion, wealth score, condom use, lifetime number of sexual partners, 
and survey clusters (random effects)
T  5. Unadjusted and adjusted odds ratio estimat  for HIV infection
ref
Predictor variables
ref
Partner's occupation- Agricultural
Unadjusted Adjusted1
ref
ref
ref
ref
Wealth Score - Poorest
ref
ref
ref
ref
Condom use at last sex (ref=No)
Lifetime number of sexual partners
Ethnicity- Ewe/Mina
Religion - Traditional
ref
ref
Education - none
Region - Lome Commune
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Table 6 - justed d adjusted odds ratio estimates for having any sexually transmitted infections in 
the past 12 months 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
OR 95% CI OR 95% CI
Intimate Partner Violence - none
Any IPV 1.88 [1.19-2.96] 2.05 [1.25-3.35]
   Emotional IPV 1.56 [0.94-2.55] 1.64 [0.95-2.82]
   Physical IPV 2.46 [1.5-4.01] 2.99 [1.78-5.05]
   Sexual IPV 2.61 [1.25-5.04] 3.25 [1.5-7.04]
   Physical & Sexual IPV 2.39 [1.02-4.98] 3.05 [1.28-7.31]
IPV Index2 1.07 [1.02-1.11] 1.09 [1.04-1.15]
Age 0.99 [0.96-1.02] 0.98 [0.95-1.02]
Kabye/Tem 0.91 [0.52-1.59]
Para-Gourma/Akan 0.25 [0.04-0.84]
Other Togolese 0.80 [0.43-1.44]
Stranger 1.51 [0.56-3.49]
Muslim 1.80 [0.83-4.13] 1.52 [0.59-3.87]
Catholic 1.30 [0.58-3.02] 1.15 [0.45-2.94]
Other Christian 1.53 [0.74-3.39] 1.22 [0.5-2.98]
No religion/Other 2.93 [1.27-6.98] 3.39 [1.32-8.72]
Primary 1.61 [0.95-2.74]
Secondary+ 1.44 [0.78-2.63]
Maritime 0.35 [0.13-0.79]
Plateaux 0.47 [0.23-0.93]
Centrale 0.61 [0.28-1.21]
Kara 0.57 [0.27-1.14]
Savanes 0.41 [0.2-0.82]
Rural vs Urban (ref=Urban) 0.45 [0.28-0.7] 0.36 [0.21-0.63]
Poorer 1.49 [0.66-3.42]
Middle 1.50 [0.66-3.44]
Richer 2.91 [1.43-6.3]
Richest 2.58 [1.23-5.66]
0.27 [0.02-1.25] 0.20 [0.03-1.54]
1.19 [0.96-1.45]
Partner's education - none
Primary 0.92 [0.49-1.73]
Secondary+ 1.13 [0.66-1.97]
Other 1.57 [0.99-2.56]
Lifetime number of sexual partners
ref
Partner's occupation- Agricultural ref
1  Adjusted for age, religion, urbanity, condom use, and survey clusters (random effects); ethnicity was 
    dropped due to lack of convergence
2  Index range from 0-30
ref
Region - Lome Commune ref
Wealth Score - Poorest ref
Condom use at last sex (ref=No)
Ethnicity- Ewe/Mina ref
Religion - Traditional ref
Education - none ref
T  6. Unadjusted and adjuste  odds ratio estimates  aving any sexually transmitted 
infections in the past 12 months
Predictor variables
Unadjusted Adjusted1
ref ref
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